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HE TRADITIONAL curriculums of many

schools of public health throughout the
world do not reflect the modern precepts of
rational decision making and planning. Courses
in planning are given in such schools—in-
deed, students may be exposed to highly sophis-
ticated techniques of cost-benefit analysis, of in-
formation gathering and retrieval systems, and
of decision-making theory. However, curricu-
lum structure itself usually does not include
the fundamental concepts that lead to building
a health services system.

Curriculum structure too often does not in-
clude systematic and comprehensive considera-
tion of health needs, demands, or problems. The
usual disciplinary approach does not induce the
student to think about the relative significances
of these health factors or of their interrelation-
ships in an organized manner. Instead, the ap-
proach sets forth primarily instruments or tools
from disciplines such as epidemiology, bio-
statistics, social science, public health, and
hospital administration. In proceeding with
means without considering ends, the discipli-
nary approach also creates an atmosphere of
fragmentation.

Schools of public health were created specifi-
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cally to bring various disciplines together for
a combined approach to community service (7).
Yet the departments or divisions which teach
these disciplines often are relatively isolated
from each other. A biostatistician may consider
teachers of administration to be working in the
realm of magic because so much is uncertain
about administration. Similiarly, a teacher of
administration may say that biostatisticians are
in retreat from the most important challenges
of today. The traditional system does little to
help each specialist understand the other’s work
or to involve all concerned in the joint efforts
needed to do a job well.

Medical Care—an Inadequate Framework

Many schools of public health tend to accord
independent organizational status to medical
care—a tendency encouraged by the weight
given to hospital administration, a specialty
within medical care. This is an inadequate per-
spective from which to regard many of the
health challenges extant in any community.
Other factors besides medical care are of obvious
relevance to patients who may receive such care.

For example, effective education about smok-
ing is certainly a better way to deal with lung
cancer than palliative surgery, and the extent
of injury to automobile accident victims can be
more effectively reduced outside rather than in-
side the hospital. Furthermore, many persons
would not become patients if they had adequate
housing and nutrition. Thus, in a limited sense,
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the acute-care hospital treats, except for women
with normal deliveries, persons whom society
has failed to handle effectively through primary
means. The hospital is often a last-chance facil-
ity—its work being determined by the extent to
which other social institutions fail to function
properly.

In addition to the traditional proposition that
public health emphasizes prevention, there is
the consideration that various tasks should be
divided appropriately among various health
agencies and organizations according to their
capabilities. The recent trend to designate the
hospital as the nucleus of all health care should
be critically scrutinized. No medical care insti-
tution can assume the responsibility for improv-
ing highway safety, for air and water pollution
control, and for broad-scale health education.
Furthermore, hospitals usually are not equip-
ped or located well enough to provide total
neighborhood services, especially the larger ones
built decades ago.

Today most health services can be performed
more effectively in an organized setting. Even
a private practitioner finds virtually indispens-
able such supporting resources as laboratories,
specialized diagnostic facilities, standardized
and regulated sources of drugs, and a variety of
specialized institutions where he can send pa-
tients when indicated. All such resources must
function in organized settings.

One underlying principle of organization is
that interrelated parts move concordantly. Be-
cause all health-related factors are in turn re-
lated to each other, they need a common frame-
work. Emphasis on medical care as the base of
this framework stresses cure rather than preven-
tion and tends to neglect the social factors in
health and illness—such as family and com-
munity structure—and broad environmental
health problems.

Not only are the relationships between medi-
cal care problems and other health problems
complex and infinite, but there is also the ulti-
mate consideration—the necessity to make de-
cisions about how best to allocate resources
among various programs, activities, or tech-
niques in order to advance health purposes.
These decisions can be made properly only in
terms of the relative productivity and cost of
each means proposed. Thus, one cannot fully
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consider which resources should be committed
to medical care without comparing their value
for health purposes to those of all other areas
of health activity that, with similar effort, could
be brought forward.

In considering this matter, Roemer (2) has
noted the traditional value of the public health
movement, with its emphasis on prevention. Sen-
sitive to the need for community support, how-
ever, he observed that the permanent structure
necessary to carry out health programs effec-
tively “cannot be built with a mission of pre-
ventive services alone.” He argued that such a
structure “must meet the needs of the people, as
they are felt by the people, and this requires that
the pain and distress of sickness which has not
been prevented must be confronted.” As a second
major consideration for advancing the status of
medical care Roemer rejected, “on the grounds
that specialization is called for,” the idea that
“the whole field of administration of all types
of health service should be coalesced under the
umbrella of ‘health service administration’.”

Undeniably, specialization is needed, acute
care is more dramatic than preventive care, and
public support is crucial to the long-term suc-
cess of any health mission. But we cannot con-
cur with Roemer’s premise.

It is a self-fulfilling prophecy that so long as
health professionals are guided solely by what
the public wants rather than by what, in their
informed and specialized judgment the profes-
sionals recommend for the benefit of the public,
popular feelings will be the catalyst for health
actions. One might ask what the public would
want if it fully understood the benefits of the
community health approach. Schools of public
health have a particular responsibility in this
regard, and their leadership and community
education ought to be based on considerations of
the total health of the total community, not
upon a special field of interest.

Mission-Oriented Teaching

Conditions within many schools of public
health mirror the fragmentation and lack of
rationalism found in health services outside.
They are not only a reflection, however, they are
also a cause. Such schools have a rather well-
defined mission, one that is not confined to im-
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parting knowledge and skills to students.
Uniquely, their aim is to have the most beneficial
effect possible upon the health and functioning
of the people in the community. Thus, schools
of public health should organize their curricu-
lums accordingly. Moreover, organization of the
curriculum that takes into account the commu-
nity mission will provide the most meaningful
learning experience for students. Curriculums
should be modeled on the decision-making de-
signs students are expected to follow in their
postacademic careers.

Specialists in curriculum construction distin-
guish between content (information to be
learned) and process (the learning act) ; they
also emphasize the importance of process for the
impact that it has upon the learner. Crucial to
the learning process is the experience that the
student has as he progresses through the curric-
ulum rather than the material that he is sup-
posed to assimilate. Although curriculum con-
tent may make assertions as to validity of
certain principles, their impact is largely un-
done if the activity through which the student
is led belies those assertions (3).

It is unreasonable to expect a graduate to
take a broad view of the health field if his ex-
perience in school has been narrowly contained
within a single area such as maternal and child
health, sanitary science, or hospital administra-
tion. It is unreasonable to expect a graduate to
consider in a balanced perspective the many
competing claims on limited health resources if
in school he has seen isolation and competition
among divisions and disciplines.

We recognize that the radical change we pro-
pose is not easy to bring about and that the req-
uisite motivation is difficult to generate. The
sheer magnitude of the work of recasting the
teaching modes and materials and of coordinat-
ing the efforts of various specialist teachers
make the outcome of such a venture somewhat
uncertain. Yet we make the plea that the time
is overdue to begin a widescale—worldwide—
dialog concerning the rationalization of curric-
ulums of schools of public health.

A Proposal for Curriculum Design

Integration and specialization. A school of
public health curriculum should simultaneously
fulfill the conflicting needs for comprehensive-
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ness and integration and for specialization.
This, we suggest, might be best accomplished
by establishing a broad picture of the health
field as firmly as possible in the mind of the
student and then following up with specialized
education and experience. The intent is to build
a base sufficiently strong to contain the counter-
currents of fragmentation and conflict that stem
from the demands of modern organization. The
organization called for involves a core course
followed by elective courses and fieldwork. The
proper distribution of time for each depends on
student characteristics and other conditions that
vary from school to school, which cannot be de-
tailed here. Suffice it to say, the core material
required for most master’s degrees in public
health or hospital administration probably
should represent no more than half the time
invested in the first 12 months for either a 1- or
2-year curriculum. The major innovations that
we propose are in the core course.

Phase one: definition of the problem. The
most significant feature of the core course is
that it starts with a comprehensive examination
of health problems in the particular geographic
area or areas with which the school is concerned.
Before the means of conducting attacks on tar-
gets are considered, it is necessary to define the
targets. A presentation of the extent and char-
acteristics of diseases, disorders, and defects and
of environmental hazards and the social com-
ponents of illness and of other health problems
will establish priorities. The usefulness of an
activity depends at the onset on whether it is
directed toward a proper purpose. Early in the
teaching year the question, “Why are we here?”
can be answered in terms of community needs
and goals. At this time, the student’s require-
ments for a sense of mission can be best satisfied.
Rather than beginning the program with tool
courses, the value of which may appear quite
obscure to students, this approach focuses upon
purposes first; later, when tools are presented
their relevance will become clear.

The survey of problems should encompass
varieties of health challenges for all people—
“total health for the total community.” Rather
than consist of simply an enumeration, the sur-
vey should consider the relative importance of
different health problems and establish priori-
ties. Obviously, the combined efforts of various
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departments of the school are required to paint
this broad panorama, but epidemiologists, bio-
statisticians, and social scientists should proba-
bly predominate. The primary focus at this
curriculum stage is on health problems—per-
sonal or environmental—as distinguished from
those of organizational structure, management
functions, financing, methodology develop-
ments, or other administrative factors.

Obviously, there are limitations as to what
can be taught within a reasonable time about
the extent and characteristics of all human ail-
ments and environmental hazards in a com-
munity. Similarly, it is often not possible to
establish health priorities with mathematical
precision. However, the intent is to follow ra-
tional decision-making procedures to the extent
that is reasonably possible. It is not justifiable
to follow established procedures without ques-
tion or to make decisions, or guesses, without ex-
amining as many relevant factors as possible.
Moreover, the approach is important, because
concepts, outlooks, and thought habits are being
acquired by students; the fact that the ideal is
unattainable does not justify the abandonment
of all rationality. Again, differences of opinion
as to priorities may be expected, but at least
priorities will be intentionally considered. An
expected dividend of this process should be pe-
riodic reexamination by faculty members of
their ideas about the relative importance of
various health needs and demands. Assumptions
about needs must be challenged regularly be-
cause they are the starting point from which all
else proceeds. Also, they change, often insidi-
ously and without warning.

The logical next step from the comprehensive
overview of community health problems would
be the introduction of methods and techniques
by which health needs are determined. Epide-
miologists, biostatisticians, and survey meth-
odologists could pointedly demonstrate the
significance of systematically gathering and
analyzing data in relation to health needs. The
emphasis would be best placed on “problem
definition,” rather than creation of professional
images in particular disciplines such as epide-
miology or biostatistics. If the sense of mission
is firmly established, the students will come to
view the work of the professionals not as ab-
stract subjects to be learned for passing ex-
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aminations, but as essential tools for the proper
accomplishment of community health goals.

From the introduction to methods of data
gathering on health needs, the epidemiologists,
biostatisticians, and social scientists could then
turn to the application of their disciplines to an
inventory of health resources and activities. The
main purpose at this point is the consolidation
of epidemiologic and biostatistical skills
through their application to somewhat different
areas. But this teaching activity also can serve
as a step to the next major curriculum section,
which deals with resources.

Phase two: resources and activities. Phase
two of the proposed curriculum is a comprehen-
sive and descriptive presentation of all the com-
munity resources which deal with health. It calls
for information about the various kinds and
numbers of health personnel, institutions, and
agencies and their organization and financing.
Laws and regulations should be presented.
Again, comprehensiveness and balance are
sought—an overview to provide students with a
sense of fitting into a complicated network of
interdependent resources. This effort would be
largely descriptive, but interpretation and anal-
ysis are inherent parts of it. A general idea of
administrative problems encountered in the
health field would emerge from examination of
the administration of specific services.

Student understanding of this phase would be
enhanced if it is accompanied by historical ex-
planations of how present conditions developed.
Effects of social, political, and economic factors
that have influenced health efforts should also
be discussed. Faculty members should again be
drawn upon in appropriate combination of their
special knowledge, skills, and experience. The
concepts of an economist would be important in
depicting the insurance and social security struc-
tures and other financial aspects of health serv-
ices. Hospital administrators could describe the
organization and management of their institu-
tions. Special activities such as nutrition, ma-
ternal and child health, mental health, den-
tistry, and the broad field of environmental
hazards should be included. Clearly, the chal-
lenge to the faculty to organize and integrate
diverse subject matter into a smooth, meaningful
presentation would be substantial. However, the
accomplishment of this task is a step toward
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overcoming the fragmentation of health
services.

Phase three: administration and application.
We propose that the teaching of ideas, concepts,
and techniques of administration follow the con-
crete and factual presentations of phases one and
two. Administration is construed broadly to
include descriptions of decision-making proc-
esses at both the community and the health
agency levels. A survey of organizational theory
is needed in phase three, supplemented by an
introduction to quantitative techniques such as
systems analysis and automated information
systems.

In addition to the theoretical aspects of ad-
ministration, the students will need to acquire
practical skills. They should be exposed to
modern budgeting and personnel administra-
tion. Moreover, a relatively thorough grounding
in the planning process is important, since the
aim of this process is essentially the rationaliza-
tion of health services—the fundamental pur-
pose in health administration.

In phase three, case studies and seminars
would bring together all material presented in
the core course. The aspects of administration
taught in the initial part of phase three should
relate to the health problems identified in phase
one and to the resource and administrative prob-
lems identified in phase two. A cross-application
by the student of the knowledge and skills
drawn from all three phases—a process of intel-
lectual discovery—would be most rewarding to
health administrators. Equipped with factual,
practical, and theoretical information, the stu-
dent would eventually strengthen his ability to
devise solutions to problems in health adminis-
tration. The faculty would stimulate and chal-
lenge rationality of approaches rather than feed
information and patterns of past action.

During the cross-application stage, the skills
of a variety of faculty members would again
be needed because the experience of the three
phases would be repeated in miniature but with
initiative largely left to the students. The stu-
dents would begin with identification of prob-
lems, using newly acquired techniques, and
progress to assessment of present services and
resources. There should be exercises in which
students design programs, projects, or sub-
systems for health services. Design of services
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should take into account social, economic,
and political factors and result in compre-
hensive plans that include the details of
implementation.

Elaboration of Core Course Rationale

Schools of public health are organized for the
promotion of the health of the community as a
whole, whereas other professional educational
institutions generally are organized for a disci-
pline such as medicine, engineering, or law. To
advance their purpose, schools of public health
employ specialist physicians, economists, busi-
ness administrators, chemists, engineers, stat-
isticians, nurses, health educators, sociologists,
and even political scientists. A great number of
persons with different skills and experience are
thus available to undertake the complicated
tasks necessary in providing health care serv-
ices. This variety of specialists is at once the
strength of, and the challenge to, such schools.
Unless the activities of the many specialists and
generalists are united for the accomplishment
of the mission, their individual values are
diminished. The traditional curriculum ap-
proach tends to emphasize disciplines as disci-
plines rather than as bodies of information and
skills that can be advantageously addressed to
the mission.

Many different professional groups and other
social organizations in the community contrib-
ute to the fragmentation of health services. The
effects of uncoordinated forces on health serv-
ices are found in both the community and the
school of public health. The school should be
in an advantageous position to overcome the dif-
ficulty within itself, however. Although the
school is divided as to disciplines, it is united as
to mission. This cannot be said of community
health groups or professional organizations.

A school of public health is an extraordinary
example of an institution that deals with ad-
ministration. The essence of administration is
coordination of numerous diverse talents so that
they work in harmony and therefore produce
optimally. In our curriculum proposals we seek
not merely addition of a few courses or course
titles, but rather a weaving together of teaching
material on community health in a rational
manner. This gives significance and rationality
to the contributed parts as they unfold in the
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learning experience of the student. Disciplines
are brought into teaching and learning as they
are needed. Tools or instruments are introduced
only after the student is thoroughly immersed
in problems, goals, and priorities. This is a
deliberate attempt to schedule teaching material
and student activity so as to build highly sought
perspectives of breadth, interrelatedness, and
balance.

Grounded in the core course material, stu-
dents would move on to elective courses. They
could elect to specialize in a relatively confined
area such as epidemiology, maternal and child
health, or hospital administration, or they could
select a variety of options in different special-
ties. Similarly, fieldwork could offer opportu-
nities to acquire fuller knowledge in a limited
area or a diversity of experience. The problems
of educating specialists are not nearly so great
as those of coping with the separatist tenden-
cies generated by unbridled specialism, a
difficulty to which the core course is addressed.

It may be argued that what we propose is
idealistic and unattainable. Thus, some clarifica-
tion is in order. We seek neither a set of
precious distinctions between means and ends
nor three watertight compartments in phases
one, two, and three. To insist that no action can
be taken unless it follows precisely the dictates
of rational decision making is unrealistic. To in-
sist that administrative problems or techniques
could never be discussed during phase one—
the presentation of health problems—would
probably result in stilted and artificial rigidity.
However, these facts do not invalidate the adop-
tion of the rational decision-making model as
a guide for the main outlines of a core course
and to provide a means for breaking out of tra-
ditional patterns of thought and teaching.

It might also be argued that our proposal
would lead to narrow vocationalism of schools
of public health by emphasizing problem solv-
ing and the application of knowledge and skills.
But there is enormous intellectual challenge and
complexity encountered in the provision of
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health services. Our approach would focus the
wide range of competence found among the fac-
ulty in the schools of public health specifically
and effectively on this challenge and complexity.
It stresses purposefulness and application, but
that is entirely consistent with the concept of the
role of a school of public health. It also stresses,
on a grand communitywide scale, the search for
better ways to do things and for better things to
do—this is hardly narrow vocationalism.

Multitudes of factors in the community and
in medical societies and health financing institu-
tions have created the “non-system” character-
istics of health services. It may seem unduly
ambitious to expect schools of public health to
influence patterns of health services toward
greater rationality. The schools generally are
not large institutions and not numerous. Yet
they do have the responsibility to educate future
health administrators. Since they have a diver-
sity of professions working together for im-
provement of health and social functioning,
these schools are potentially equipped to succeed
in their mission. The outcome is more likely to
be successful if schools of public health ration-
alize their approaches to their teaching of com-
munity health concepts.
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